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summoned hastily. Re-opening the wound was considered but was post¬ 
poned because the hemorrhage had stopped and the patient was in a 
grave condition, dying soon afterward. The autopsy showed the pelvis 
and right iliac fossa filled with blood clots, and an opening in the 
external iliac artery at the site where the drainage tube pressed on it. 
Nine experiments, varying in details, were performed on dogs. By 
operating with strict asepsis in sound tissue and on a healthy artery, 
they were unable to produce ulceration of the vascular walls by simple 
contact of the drain or even with continuous and prolonged contact. 
If traumatic ulceration is possible from escharotic action or necrosis, 
it is only under very special conditions. The experimental work 
permitted the writers to emphasize the importance of the role of- 
infection in the so-called traumatic ulcerations; the importance, no 
less great, of the role played by the drain as an agent for localizing 
the infection upon the artery, die rupture being only the mechanical 
consequence of the acute localization of the arteritis; and the necessity 
of intimate contact between the artery and the drain. Finally, from 
a practical point of view and so far as one can generalize for man, the 
experimental facts observed on the animal, these facts confirm what 
has been observed clinically. It i3 never necessary in the presence 
of infection, to permit a drain to remain in contact with an artery 
more than three days or even two days. If left longer, the mechanism 
outlined can provoke an ulceration of the vessel. 


Surgical Treatment of Genital Tuberculosis in the Male.— Lapeyre 
{Archie. gen. d. Chir., 1912, vi, 774) says that the operative treatment 
of genital tuberculosis in the male has made an important advance, 
and that abstention is no longer the rule. Genital tuberculosis in the 
adult in its primitive form, is frequently a local, benign, and essentially 
surgical affection. In the absence of pulmonary and vesical tuber¬ 
culosis, not only exposed but concealed foci in progressive evolution, 
should be operated on early. An operation passing beyond the lesion 
is tlie method of choice with two exceptions. One should try to preserve 
the testicle in 50 per cent, of the cases, and he should let alone prostato- 
vcsicular lesions of mild grade, liecause they tend toward spontaneous 
cure. The operation of choice in the great majority of coses is vaso- 
epididymectomy, sufficiently but not excessively extensive. Resection 
of the sound vas deferens, in these coses, should be done systematically 
in order to save the second testicle (especially after loss of the first). 
Vaso-vesiculectomy, a rarer operation, should be done. It is of next 
importance to vaso-epididymectomy. The inguinal and perineal 
paths are clearly indicated. Bilateral castration should be done only 
in cases of absolute necessity. Extirpation of the whole genital tract, 
made grave by the removal of the prostate, js only an exceptional 
indication. 


The After-treatment of Excision of the Knee with the Aid of Approx¬ 
imation of the Bones by a Screw Splint. — Kolb ( Zentralbl . /. Chir., 
1912, xxxix, 812) says that the plaster cast, with or without a window 
in it, is employed by most surgeons. Kolb recommends an apparatus 
consisting of a metal splint made up of two pieces, one fitting and 
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sliding into the other and fixed at various lengths by n middle screw 
at eaeli end. In the excision the bone surfaces are sawed straight and 
at right angles with the long axis of the bone. A hole is then bored 
in the lower end of the femur and one in the upper end of the tibia 
for the screws which are to fix the splint to the bones. The two pieces 
of the splint are made movable by loosening the middle screw, und are 
applied to the bones so that the holes in the ends are just over those 
in the bones, for the introduction of the screws. After these have been 
introduced and each splint piece has been screwed to the corresponding 
bone, the sawed surfaces of the two bones are pressed together in good 
position and the middle screw is made tight. The end screws are 
prevented from slipping in the holes of the splint by a small lateral 
screw for each. This permits the splint to be held away from the 
bones by the end screws, so that it remains 2 to 3 cm. above the skin 
surface. This renders the changing of dressings very easy. The limb 
is finally laid on u Volkniatin’s splint. In 4 out of 5 cases in which the 
method was employed, good bony union was obtained. In the fifth 
case amputation was later necessary, because of the general condition 
of the patient. 


^tor-treatment of Excision of the Knee — Merkens ( Zcntralbl . /. 
Chir., 1912, xxxix, 949) following Kocher, does away with all means 
of fixing the bone ends, aside from that furnished by the bandage. 
The end of the femur is sawed convexly, that of the tibia concavely. 
He advoeutes cleansing the joint cavity; division of the flexor tendons 
in children; adaptation of the bones; and the introduction of skin and 
fascial sutures. He believes ligation of the vessels is usually unneces¬ 
sary, and, if possible, that no drainage should be used. While the 
bones are held in extension and closely together by a reliable assistant, 
tile knee region is surrounded by a gauze-cotton dressing. The tour¬ 
niquet is loosened. A plaster cast is then applied including the foot 
and the pelvis and extending to the umbilicus. The fixation is so good 
that on recovering from the narcosis the patients have no pain. If 
the cast presses anywhere this should be corrected. It is not removed 
for six to eight weeks when bony union is complete, and after removal 
of the skin sutures it is replaced by a lighter cast. If necessary to 
expose the wound a window can be made, although this will rarely 
lie necessary. The good fixation and absence of suture material favors 
the primary union. Merkins regards the Kolb-Wilms apparatus ns 
complicated. 


The Technique and After-treatment of Excision of the Tuberculous 
Knee— Riedel ( Zcntralbl. f. Chir., 1912, xxxix, 1125) describes the 
operation which he calls a radical one. The transverse Volkmann 
incision extends to 1 to 2 cm. from the posterior surface of the knee on 
each side, und at each end is combined with a longitudinal incision 
extending about 6 cm. above and below. The sawing of the bones is 
begun with the limb extended to favor u correct position of the limb' 
later, but is carried only to a depth of about 2 cm. The knee is now 
flexed for the first time and the sawing completed. After thoroughly 
cleansing away diseased tissue and ligation of all visible vessels, the 



